were not yet fully understood. With a community based cross-sectional study of 967 postmenopausal women, we found that the variant rs7041, but not rs4588, of DBP was significantly associated with the blood DBP level, which was positively correlated with the total 25(OH)D level but negatively associated with bioavailable 25(OH)D levels. Both total and bioavailable 25(OH)D levels were significantly correlated with the BMD value in postmenopausal women; however, only the bioavailable 25(OH)D level was an independent determinant of the BMD values when adjusted for age, body mass index and bone turnover biomarkers (OST and β-CTX). The bioavailable and total 25(OH)D were negatively correlated with bone formation biomarkers (OST, PINP and ALP) and PTH levels, while they were positively correlated with osteoprotegerin (OPG) level; however, the bone resorption biomarker (β-CTX) was not correlated with the 25(OH)D levels. An increment of PTH level, along with reduced bioavailable 25(OH)D levels, was evident when the bioavailable 25(OH)D level was b 5 ng/mL, which may be the optimal cutpoint for sufficient vitamin D in Chinese elderly women. The blood calcium, magnesium, ALP, TSH, FGF23, and phosphorus levels were not correlated with the total or the bioavailable 25(OH)D levels. These results suggested that high bioavailable 25(OH)D levels were correlated with reduced bone turnover processes and were a biomarker superior to total 25(OH)D for vitamin D in assessing the risks of bone-related diseases. The results indicate that the bioavailable 25(OH)D level should be determined in assessing the bone health.
Introduction
Over 50% of elderly people aged 50 years or older suffer from osteoporosis, which is a common and complex heath problem manifested by a decreased BMD and collateral damage to the bone microarchitecture (Wu and Du, 2016) . The BMD value is measured in diagnosing of osteopenia and osteoporosis, and populations with a lower BMD may exhibit impaired skeletal strength and increased risk of fragility fractures. Epidemiological studies have identified age, sex, body weight, body mass index (BMI), living habits, dietary factors (including calcium, vitamin D, caffeine and alcohol etc.), physical activity levels, and genetic variations might influence the individual BMD status (Kumar et al., 2010; Waugh et al., 2009; Karasik et al., 2016; Nguyen et al., 2000) . Intervention strategies that have been developed based on these findings may increase the BMD and subsequently reduce osteoporosis or risks of fragility fractures have been widely recommended by clinical physicians.
Vitamin D, an essential nutrient for humans, is obtained from the ingestion of vitamin D-containing foods or supplements or is synthesized from 7-dehydrocholesterol by skin cells following exposure to sunlight . After absorption or synthesis, vitamin D can be converted into 25(OH)D by the 25-hydroxylase (CYP2R1) in the liver, and further converted into its biologically active form, 1α,25(OH) 2 D by the renal 25-hydroxyvitamin D-1α-hydroxylase (CYP27B1). 1α,25(OH) 2 D regulates about 3-5% of human genes through binding to its widely expressed nuclear receptor, VDR, which belongs to the steroid-thyroid-retinoid receptor superfamily of ligand-activated transcription factors (Feldman et al., 2014) . In osteoblasts, 1α,25(OH) 2 D stimulates osteoblast differentiation and accelerates mineralization through both autocrine and paracrine pathways (Woeckel et al., 2010) . Vitamin D promotes the gut absorption of calcium and phosphate, which stimulate bone mineralization and increase the BMD (Holick, 2007) . In addition, vitamin D also decreases the production of parathyroid hormone (PTH), a hormone that enhances bone turnover and bone loss (Frost et al., 2010) . As the major storage form of vitamin D, the total serum or plasma 25(OH)D concentration has usually been recognized as a biomarker of the vitamin D status in the clinical setting (Holick, 2007; Hossein-nezhad and Holick, 2013) . It is widely accepted that vitamin D deficiency [total blood 25(OH)D b 30 ng/mL] is associated with the classical skeletal disorders, including rickets, osteopenia, osteoporosis and the risk of fractures (Holick, 2007; Theodoratou et al., 2014) . Epidemiological studies have evaluated the correlation between the circulating 25(OH)D level and the BMD value, but the results were controversial. Some studies have reported a positive association between the serum 25(OH)D level and the BMD at the hip and spine (Saquib et al., 2006; von Muhlen et al., 2005) , while others found no such association (Videhult et al., 2016; Sayed-Hassan et al., 2016; Garnero et al., 2007) . The associations between the total 25(OH)D level and the biomarkers of bone turnover were also suggested to be affected by the sex, age, disease status and medication use of the study participants (Garnero et al., 2007; Lu et al., 2012; Hernandez et al., 2014) .
In the human body, about 85-90% of the total circulating 25(OH)D is bound to its carrier protein, the vitamin D binding protein (DBP, encoded by the GC gene), which transports it between tissues. The DBP-bound 25(OH)D is biologically inactive, not acting on target cells (Safadi et al., 2012) . Another 10-15% is bound to albumin, and b1% is present as free-circulating 25(OH)D (Bikle et al., 1986) , which is recognized as bioavailable 25(OH)D. Genetic variants of DBP, including rs7041 and rs4588, affect the circulating DBP level and the affinity of DBP for 25(OH)D (Powe et al., 2013) . Thus, the level of bioavailable 25(OH)D depends not only on the total 25(OH)D, but also on the levels of DBP and albumin and the genetic background of the individual. However, the effects of distinct types of circulating 25(OH)D on BMD values and bone metabolism have not been systematically evaluated. Herein, we determined the correlations between the bioavailable 25(OH)D level, the BMD values, and the biomarkers of bone turnover in postmenopausal women, who are prone to suffer from osteoporosis and fractures. The present findings provide insights into the biological properties of vitamin D and its activities in bone metabolism and health.
Participants and Methods

Recruitment of the Participants
A cross-sectional study was performed in an elderly Chinese population (defined as those aged 50 and older). From September to December of 2015, female residues living in three communities of the Xuihui distinct of Shanghai, China were invited to receive a physical examination in order to determine their risks of bone fractures. All postmenopausal women were asked to complete a pre-validated questionnaire including their basic characteristics and a history of diagnosed diseases. We excluded those participants with a history of cancer, neoplasia, stoke, autoimmune disorders, or AIDS or had taken vitamin D supplements or vitamin D analogs (including calciferol, cholecalciferol, and alfacalcidol) in the past three months. None of the participants had received other medical treatments related to bone diseases. A total of 967 eligible participants fully meeting the inclusion criteria were recruited, with a response rate of 84.4%, and all provided written consent for their participation. The study was approved by the Ethics Committee of Longhua Hospital Affiliated with Shanghai University of Traditional Chinese Medicine (No. 2014LCSY12).
Data Collection
A face-to-face interview was performed by the physicians from the Longhua Hospital to collect the basic characteristics and the disease history of the participants. Height was determined without shoes using a portable stadiometer, and the weight was measured with the subject wearing indoor clothing without shoes. The participants reported their detailed previous medical history, including previous fractures, diagnosed diabetes, chronic kidney diseases, thyroid diseases and their hepatitis status. For each participant, we determined the lumbar spine BMD using dual-energy X-ray absorptiometry with a mobile research vehicle.
Blood Sample Collection and Processing
Each participant provided a total of 7 mL of venous blood after an overnight fast. The blood samples were collected in both EDTA anticoagulation and non-EDTA tubes to collect the plasma and serum samples, respectively. The serum samples were collected within 2 h after the blood collection at room temperature. After being collected in EDTA-containing tubes, the blood was gently mixed and centrifuged at 3000 rpm for 15 min at room temperature to separate the plasma. The plasma and serum were stored in aliquots at −80°C until use. The genomic DNA was extracted from the lymphoid cells using the standard phenol-chloroform method. The purified DNA was stored at −20°C until use.
Laboratory Analysis
The levels of total 25-hydroxyvitamin D (D2 and D3) were measured with a Shimadzu series HPLC (Shimadzu Corporation, Japan) instrument connected to an API 5500 LC-MS/MS system (Applied Biosystems Inc., USA). The plasma DBP concentrations were measured with human DBP Quantikine Enzyme-Linked Immuno Sorbent Assay (ELISA) kits (R&D Systems, Minneapolis, Minnesota, USA) according to the manufacturer's instructions. The serum human fibroblast growth factor-23 (FGF23) and osteoprotegerin (OPG) levels were determined with ELISA kits provided by CUSABIO (Wuhan, China). The thyroid-stimulating hormone (TSH), N-terminal propeptide of type I procollagen (PINP), β-CrossLaps of type I collagen containing cross-linked C-telopeptide (β-CTX), osteocalcin (OST) and parathyroid hormone (PTH) levels were determined with the Roche electrochemiluminescence system (Roche Diagnosis Elecsys, Roche Diagnostics). The serum calcium and magnesium levels were determined with the o-cresolphthalein complexone (oCPC) method. The albumin concentration was tested using a bromocresol green (BCG) dye binding method on a modular P-800 autoanalyzer (Roche Diagnostics). The serum phosphorus level was analyzed with the ammonium phosphomolybdate volumetric method. Plasma creatinine was analyzed with the enzymatic Roche Creatinine Plus assay. The plasma alkaline phosphatase (ALP) level was analyzed using enzymatic colorimetric assays based on a Roche modular P-800 autoanalyzer. All the biochemical analyses were performed in batches with all samples from individual runs included in one assay. The intraassay coefficient of variation (CV) was b 5.0% and the interassay CV was b12.0%.
DNA Genotyping Methods
The single nucleotide polymorphisms rs4588 and rs7041 of the vitamin D-binding protein gene were genotyped with the Taqman SNP genotyping assays (Thermo Fisher Scientific, USA) following the manufacturer's guidelines. These two variants were chosen because that they have a relative high prevalence in the general Chinese population, and they were previously reported to be associated with the circulating DBP level and the affinity of DBP for 25(OH)D (Powe et al., 2013 ).
Calculation of the Bioavailable 25-Hydroxyvitamin D Level
Bioavailable 25-hydroxyvitamin D was recognized as that not bound to the DBP, including the free circulating 25(OH)D and the 25(OH)D that was bound to albumin in blood. The concentration of bioavailable 25(OH)D was dependent on the total 25(OH)D, DBP, the albumin levels and the amino acid variants of DBP. We calculated the bioavailable 25(OH)D level according to the methods reported by Powe et al. (2013) . The affinity constant between vitamin D and albumin was 6 × 10 5 M −1
. The affinity constant was 1.12 × 10 9 M −1 for the subjects homozygous for the Gc1F variant (TT for rs7041 and GG for rs4588) of DBP, 0.60 × 10 9 M −1 for the homozygous Gc1S variant (GG for rs7041
and GG for rs4588), 0.36 × 10 9 M −1 for the homozygous Gc2 variant (TT for rs7041 and TT rs4588) and 0.70 × 10 9 M − 1 for any other genotype.
Statistical Analysis
The characteristics of the study participants were presented as the medians and the interquartile range (IQR) or the number of participants and the corresponding proportion. A comparison of the distributions of the biochemical parameters between the groups was performed using an ANOVA (analysis of variance), and post-hoc testing for the differences between pairs of genotype groups was performed with Tukey's method. For the genotyping results, we used the χ 2 test [with one degree of freedom] to test whether the genotype distribution was consistent with the Hardy-Weinberg equilibrium (HWE). The correlation between the variants was determined with Pearson's coefficient of correlation. The relationships between the total 25(OH)D or bioavailable 25(OH)D levels and DBP level or BMD values of the participants were examined using univariate linear models. The locally weighted regression smoothing (LOESS) regression and LOESS smoothing scatterplots were obtained to investigate the relationship between the bioavailable and total 25(OH)D levels and PTH levels. To examine the extent to which the total or bioavailable 25(OH)D, bone metabolism factors and bone turnover biomarkers influence the BMD value, univariate and multivariate linear regression analyses were performed. All parameters were normality scaled with a mean of 0 and standard deviation (SD) of 1, and the linear regression coefficients indicate the expected change in the response variable BMD in SD units per one SD increment of the prediction variants, holding the other predictor variables constant. For the multivariate analyses, the best fit of the final model was selected by the backward step-down method with the Akaike information criterion (AIC) setting the BMD as the dependent variable and the patient age, body mass index (BMI), ALP, P1NP, β-CTX, OST, total and bioavailable 25(OH)D levels as the independent variables. The variation inflation factor (VIF) was used to determine the multicollinearity problems for the predictor variables. Two-tailed P-values b 0.05 were recognized as statistically significant. All of the analyses were performed with the R software (version 3.3.1) and related packages (www.r-project.org).
Results
Basic Characteristics of the Participants
A total of 967 postmenopausal women fully met the recruitment criteria for inclusion in the community cross-sectional population study. The age of the participants ranged from 50.00 to 82.00 years old with a median value of 63.00 ( . A few of the subjects were positive for chronic hepatitis and a history of bone fractures (Table 1) . For the genotyping results, neither of the two variants (rs4588 and rs7041) was departed from the HWE test (P N 0.05, respectively).
Biochemical Analysis of the Total 25(OH)D and Bioavailable 25(OH)D Levels and the Genotypes of the Participants
The BMD ranged from 0.43 to 1.68 g/cm 2 with a median value of 0.85 g/cm 2 ( Table 2 ). The median of the total 25(OH)D level was 17.90 ng/mL, with 591 (61.1%) patients having severe vitamin D deficiency (b20 ng/mL), 302 (31.2%) having a vitamin D deficiency (20 to 30 ng/mL) and 74 (7.7%) having sufficient vitamin D (N 30 ng/mL) levels. The median concentration of bioavailable 25(OH)D was 2.91 ng/mL (ranged from 0.71-11.45 ng/mL; Table 2 ), and this was about 5.9% to 47.9% of the total 25(OH)D level. For rs4588, we found no significant differences in the DBP levels of the participants carrying the TT, GT or GG genotypes (P N 0.05 for Tukey's multiple comparisons, Fig. 1a) . But compared to wide type GG carriers, the TT or GT carriers had lower total 25(OH)D levels and bioavailable 25(OH)D levels ( Fig.  1b and c) . Carrying the GG or GT genotypes for rs7041 was correlated with a higher DBP level compared to TT carriers (P b 0.001, Fig. 1e ). For rs7041, GG carriers had a higher total 25(OH)D level compared to the GT or TT carriers (P b 0.001; Fig. 1f) ; however, the GT and GG carriers had a significantly lower bioavailable 25(OH)D level compared to the TT participants (P b 0.025; Fig. 1g ). No significant difference was noted for the BMD for between distinct types of the two variants, rs4588 and rs7041 (P N 0.05; Fig. 1d and h ). was more prominent for the bioavailable 25(OH)D level (r = 0.298, P = 0.006; Fig. 2d ), but the correlation between the total or bioavailable 25(OH)D levels were not statistically significant (P N 0.05).
Correlations between Biomarkers for the Vitamin D Status and the Bone Metabolism Biomarkers
The total 25(OH)D level was negatively correlated with the bone formation biomarkers ALP, OST and PINP levels ( Fig. 3 and Supplementary Table 1), whereas the bioavailable 25(OH)D level was significantly correlated with OST and PINP but not ALP (Fig. 3 and Supplementary Table  1) . Interestingly, the bone resorption biomarker β-CTX was positively correlated with the bone formation biomarkers, including ALP, OST and PINP ( Fig. 3; Supplementary Table 1 ), but it was not correlated with the total or bioavailable 25(OH)D levels. No significant correlation was noted for the serum magnesium, calcium and phosphorus levels with the biomarkers of the vitamin D status (Fig. 3 and Supplementary  Table 1 ). Interestingly, we found that OPG and FGF23 were positively correlated with each other (P b 0.001) but neither was correlated with the BMD values of the participants (Fig. 3 Both total and bioavailable 25(OH)D levels were negatively correlated with PTH levels in the postmenopausal women ( Fig. 3 and Supplementary Table 1 ), and the correlation between total 25(OH)D (Spearman's r = −0.46) and PTH was slightly stronger than bioavailable 25(OH)D (Spearman's r = − 0.38). The LOESS plots for the relationships for bioavailable and total 25(OH)D levels and PTH levels were presented as Fig. 4 . The LOESS plot exhibited a relatively steep decrease of PTH in women with bioavailable 25(OH)D b 5.0 ng/mL and a relatively stationary phase in those with N5.0 ng/mL (Fig. 4a) . According to this standard, 165 of the 967 (17.1%) participants were recognized with sufficient vitamin D levels. The LOESS plot suggested that PTH level decreased along with the increment of total 25(OH)D level for women with total 25(OH)D level b 22.0 ng/mL and a slower decrease of PTH was noticed in women with total 25(OH)D N 22 ng/mL (Fig.  4b) . On the basis of the current guidelines, as the vitamin D-sufficient threshold was 25(OH)D N 30 ng/mL, only 74 of the 967 (7.7%) participants would be classified as vitamin D-sufficient. The mean PTH level was 3.78 ± 1.39 pmol/L for participants with bioavailable 25(OH)D-sufficient group, which was similar to participants with total 25(OH)D sufficient group with the mean PTH was 3.87 ± 1.45 pmol/L (P = 0.655).
The Impacts of the Blood Biomarkers for Bone Metabolisms on the BMD in Postmenopausal Women
To determine the extent to which the blood biomarker levels and basic characteristics of the subjects are responsible for the variations in the BMD values, standardized linearity regression analyses were conducted using univariate and multivariate models. The univariate analyses showed that the patient age (standardized β = −0.196, P b 0.001), BMI (standardized β = 0.250, P b 0.001), ALP (standardized β = − 0.098, P = 0.002), P1NP (standardized β = − 0.168, P b 0.001), OST (standardized β = −0.231, P b 0.001), β-CTX (standardized β = −0.213, P b 0.001), total 25(OH)D (standardized β = 0.080, P = 0.013) and bioavailable 25(OH)D (standardized β = 0.089, P = 0.006) might be determinants of the BMD in postmenopausal women (Table 3) .
Multivariate stepwise regression analyses suggested that the bioavailable 25(OH)D level (standardized β = 0.065, P = 0.029), but not the total 25(OH)D level (standardized β = 0.054, P = 0.070), was an independent determinant of the BMD value in postmenopausal women after adjustment for the patient age, BMI, and levels of OST and β-CTX (Table 3 ). In the multivariate models, the VIF was b 2.1 for each variable, suggesting that there was no multicollinearity effect.
Discussion
In the current cross-sectional study, we found that both the bioavailable 25(OH)D and total 25(OH)D levels were positively correlated with the BMD values for postmenopausal women and that they were correlated with the levels of bone formation biomarkers (OST, P1NP and ALP) and factors related bone metabolism including PTH and OPG. For postmenopausal women, the bioavailable 25(OH)D level, but not the total 25(OH)D level, was an independent determinant of the BMD after adjustments for age, BMI, and levels of bone turnover biomarkers (OST and β-CTX). These results suggest that, in the elderly population, vitamin D increases the BMD through inhibiting bone turnover, maintaining calcium and phosphorus homeostasis, and reducing osteoclastogenesis. In addition, the variant rs7041, but not rs4588, was significantly associated with the circulating DBP levels. At present, the total blood 25(OH)D level is widely used as a biomarker for the vitamin D status in various populations, and the threshold for 25(OH)D deficiency (b30 ng/mL) was defined by significantly increased PTH level or decreased calcium absorption (Sai et al., 2011; Rosen et al., 2012) . However, because the results from experimental and epidemiological studies were inconclusive, the optimal cut-off point for the vitamin D level has not been clearly defined (Zhang et al., 2016) . Here, we found that both the total 25(OH)D and the bioavailable 25(OH)D levels were negatively correlated with PTH concentrations, and there was a slightly stronger correlation between the PTH concentrations and total 25(OH)D than for the bioavailable 25(OH)D levels. The LOESS plot suggested that the optimal cutpoint for sufficient bioavailable 25(OH)D level was 5.0 ng/mL, and 17.1% of the participants were recognized with sufficient vitamin D. However, only 7.7% of the participants were defined with sufficient vitamin D according to the current guidelines for total 25(OH)D level of N30 ng/mL. Between the two groups, there was no significant difference for the blood PTH levels and the BMD values (data not shown). Powe et al. reported that, although the total 25(OH)D level was higher in whites than in black Americans, the bioavailable 25(OH)D level was similar between the two groups in each quintile separated based on the PTH level (Powe et al., 2013) . Here, we also found that the PTH level was negatively correlated with the BMD value, which may be due to the fact that PTH stimulates bone turnover in elderly populations. The results were consistent in that PTH levels were positively correlated with bone turnover biomarkers, including β-CTX, OST, ALP, and PINP. These results suggest that the bioavailable 25(OH)D but not the total 25(OH)D tightly regulates the change of PTH levels and that PTH influences the BMD values through regulating the bone turnover in postmenopausal women. Nevertheless, more studies are warranted to verify these findings.
The total 25(OH)D level was influenced by genetic factors. In the current study, we found that rs7041, but not rs4588, influences the DBP level; however, both variants were significantly associated with the total and bioavailable 25(OH)D levels. A positive correlation was found between the circulating DBP level and the total 25(OH)D level, which is consistent with previous reports demonstrating that circulating DBP prolongs the half-life of 25(OH)D by serving as a reservoir and aiding in the reabsorption of filtered vitamin D in the kidneys (Safadi et al., 2012; Nykjaer et al., 1999) . The 25(OH)D bound to DBP has lower biological activity, and there is a negative correlation between the DBP level and bioavailable 25(OH)D level (Safadi et al., 2012) . The DBP level and the presence of variants rs4588 and rs7041 were not associated with the BMD for the participants, which may be due to the fact that the variants account for only a small proportion of the bioavailable 25(OH)D variation or to the relatively smaller sample size in the current study, which made it difficult to detect the weak correlation between the DBP concentration and the BMD values in the postmenopausal women.
Several epidemiological studies have determined the correlation between levels of different forms of 25(OH)D and BMD in healthy populations, but inconclusive results were noticed. A study performed by Johnsen et al. found that, for 168 postmenopausal women not taking the vitamin D or calcium supplements, the bioavailable or free 25(OH)D was stronger correlated with BMD than total 25(OH)D; however, the correlation between different forms of 25(OH)D and the bone metabolism biomarkers and whether bioavailable 25(OH)D level was an independent determinant of PTH for BMD were not determined (Johnsen et al., 2014) . Another study, with 304 adults aged between 21 and 81 years, found no significant association between any form of 25(OH)D and BMD, which might due to the relatively small sample size, the larger range of the age for the participants, or the mixture of the participants races (Jemielita et al., 2016 ). In the current study, we found that levels of the total and bioavailable 25(OH)D were significantly correlated with the bone metabolism biomarkers in addition to the BMD values. With a relatively larger sample size, we found that the bioavailable 25(OH)D and total 25(OH)D levels were positively correlated with the bone metabolism biomarker, OPG, a soluble decoy for the Receptor Activator For Nuclear Factor kB Ligand (RANKL). RANKL induces the differentiation and activation of osteoclasts, prolongs their life, and strengthens their adhesion to the bone surface through binding to its receptor, RANK (Receptor Activator for Nuclear Factor kB), which is expressed on osteoclasts (Hofbauer et al., 2004) . Many studies have confirmed the important roles of the OPG/RANK/RANKL axis in various bone diseases and treatments (LaCroix et al., 2013; Tat et al., 2008; Stuss et al., 2013) . The current study also found negative correlations between OST, PINP and the total or bioavailable 25(OH)D levels. These two bone formation biomarkers were highly correlated with each other, and both of them were negatively correlated with the BMD. Another bone formation biomarker, ALP, was also negatively correlated with the BMD, as well as with the total 25(OH)D level. No significant correlation was noted between ALP and the bioavailable 25(OH)D level, suggesting that ALP was not only regulated by vitamin D but also other factors such as PTH in the elderly populations. Postmenopausal women were characterized with increased bone turnover process. Both the bone formation and bone resorption levels might be enhanced in the elderly postmenopausal women in our study, as suggested by the fact that the bone resorption biomarker, β-CTX, was positively correlated with the ALP, OST and P1NP levels in the current study. It has been widely accepted that the net bone gain or loss of the skeleton is determined by the balance of the formation and resorption of the bone (Shieh et al., 2016; Nakatoh, 2016) . However, the biomarkers of resorption and formation alone have poor predictive ability for the BMD, since both the bone resorption and formation were increased in subjects with increased bone turnover, regardless of whether there is a net gain or loss of bone. Here, we found that the bone formation biomarker, β-CTX, was negatively correlated with the BMD in the postmenopausal women, which was consistent with previous studies (Allali et al., 2009; He et al., 2014) . These results suggested that the bone resorption is higher than the bone formation, which leads to a decrease in the BMD in postmenopausal women. In the current study, we found that a higher circulating 25(OH)D level was correlated with decreased levels of bone formation biomarkers, which suggested that vitamin D may reduce the bone turnover process in postmenopausal women and thus reduce the loss of the BMD.
The multivariate stepwise regression analyses suggested that, for postmenopausal women, bioavailable 25(OH)D, age, BMI, bone formation biomarker OST, and bone resorption biomarker β-CTX were independent determinants of the BMD values. The coefficients for age, OST, and β-CTX were negative, suggesting that increased age and bone turnover levels led to a decrease of BMD. After adjustment of covariates, a positive coefficient was noted for levels of the bioavailable 25(OH)D but not for the total 25(OH)D, suggesting that only bioavailable 25(OH)D was an independent determinant for BMD. A significantly positive correlation between the BMI and BMD values was noticed (data not shown), and the coefficient for the multivariate regression model was positive, suggesting that women with higher BMI have higher BMD values. This is consistent with a recent study reporting that bone turnover was lower and the BMD was higher in obese subjects than in normal people (Walsh et al., 2016) . Although the results were sometimes controversial, many epidemiological studies have reported that postmenopausal women with higher BMI had a reduced risk for hip or pelvis fracture (DiPietro et al., 1993; Gnudi et al., 2009; Prieto-Alhambra et al., 2012; Sogaard et al., 2015) . However, it was estimated that, for obese populations, there is a U-shape relationship between BMI and fracture risk and that the protective effects of weight on bone are reduced along with the increment of BMI (Palermo et al., 2016) . The PTH was elevated in the obese women, which might damage the bone architecture and reduce the BMD values (Goldner et al., 2008; Bolland et al., 2006) . The inflammation factors and adipokines secreted from the white adipose tissue could stimulate bone resorption, and abdominal/visceral obesity is usually associated with lower BMD values (Palermo et al., 2016) . Moreover, a higher BMI is associated with the reduced bioavailability of 25(OH)D (Wortsman et al., 2000; Vimaleswaran et al., 2013) . However, most of the studies that determined relationships between the BMI and BMD values in human subjects were observational. The role of BMI in the determination of BMD values needs further evaluation.
There were several advantages for the current study. First, all the participants were postmenopausal women not taking vitamin D or calcium supplements, which reduced influences of the menopausal status and vitamin supplements on the outcomes of the study. Second, we determined the associations between the total and bioavailable 25(OH)D levels and bone turnover biomarkers in addition to the BMD value, which could lead to elucidation of the underlying mechanisms for the effects of bioavailable 25(OH)D on bone health. Third, the LOESS plot was applied to define the optimal cutpoint for the sufficient bioavailable 25(OH)D level, which could provide guidelines for future clinical use.
Nevertheless, several limitations associated with the current study should be acknowledged. First, the postmenopausal women were more likely to be suffering from bone loss due to the fact that, in these individuals, the rate of bone resorption is faster than the rate of bone formation. Whether the results found here are similar for pre-or perimenopausal women or men should be addressed in future studies. Second, we calculated the bioavailable 25(OH)D level based on the total 25(OH)D level, DBP level, albumin level, and the genetic background of the participants according to methods reported in previous studies (Powe et al., 2013) . Thus, the extent to which the calculated 25(OH)D actually reflects the bioavailable 25(OH)D level in the circulation needs careful interpretation. Further, the methods used in determination of DBP might influence the outcomes of the bioavailable 25(OH)D levels. A recent study compared four DBP assays, including the polyclonal radial immunodiffusion (pRID) assay, two polyclonal assays (Genway Biotech, San Diego, CA and Immunodiagnostik AG, Bensheim, Germany) and one monoclonal ELISA (mELISA, R&D Systems, Minneapolis, MN) (Nielson et al., 2016) . They reported that the DBP levels determined with these assays were dependent on the population race, but the underlying mechanisms are unknown. The deviation for free 25(OH)D from that measured by mELISA was larger than for pRID or polyclonal assays in comparing the results of proteomics in the African populations, but the results between the assays were similar in the US non-Hispanic whites or UK whites. The mean DBP concentrations between the assays were similar for all subjects, but the possibility that there was assay-specific bias in determination of the DBP concentrations could not be excluded (Nielson et al., 2016) . The influence of the assays on DBP determinations in the Chinese population is unknown and needs to be evaluated in future studies. Third, since the current study was based on a cross-sectional examination, we could not determine the effects of the bioavailable 25(OH)D level or DBP level on the bone fracture risk for the postmenopausal women. Prospective cohort studies are warranted to determine whether the bioavailable 25(OH)D level has higher predictive ability than the total 25(OH)D level for the bone fracture risk or BMD loss in elderly women. Finally, we only determined the BMD of the lumbar spine, and the correlations between the biomarkers of vitamin D with the BMD values at other sites, including the femoral neck, were not determined.
In conclusion, we found that the bioavailable 25(OH)D level, but not the total 25(OH)D level, was an independent determinant for BMD in postmenopausal women. In elderly women, bioavailable vitamin D enhances the BMD value through modulating the bone turnover process, inhibiting PTH excretion, and stimulating OPG production. Factors that influence the bioavailable 25(OH)D levels should be taken into consideration when assessing the relationship between the vitamin D and bone health; however, these results should be validated in intervention studies with larger sample sizes.
Supplementary data to this article can be found online at http://dx. doi.org/10.1016/j.ebiom.2016.11.029.
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